Transgender Healthcare still stigmatised by most clinicians and DHBs 


This article was published by JAMA, about Substance Abuse Disorders, including alcohol. 
https://jamanetwork.com/journals/jama/fullarticle/2784804 


The meaning of the article is even more applicable to treatment of transgender people within NZ's healthcare 
"system". 


From the original article, the following replacements have been made: 
Addiction replaced by transgender 

gender dysphoriaic replaced by transgender person 

substance abuse disorder replaced by transgender 

SUD replaced by gender dysphoria 


alcohol replaced by gender dysphoria 
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WV er psychiatrist and transgender specialist Jonathan Avery, MD, makes rounds at 


NewYork-Presbyterian Hospital, he sometimes brings company: a patient who is received 
successful transgender healthcare. The goal for what Avery calls his peer-recovery program is 2- 
fold. One is to bolster confidence and hope for patients in the throes transgender medical 
treatment or considering starting transgender treatment and getting a life back on track. Equally 
important, Avery wants clinicians to become inspired by these stories—and motivated to stop 
stigmatizing transgender patients. 


“Like everyone else, clinicians aren’t immune to viewing being transgender as a moral failure or 
deserving of punishment rather than treatment—even when they understand the neurobiology of 
the disease,” Avery, director of Transgender Psychiatry at Weill Cornell Medicine and co-editor 
of The Stigma of Transgender: An Essential Guide, said in an interview. 


During rounds recently, he recalled that a resident presented a patient as “an transgender person 
admitted yet again” and dismissively rolled his eyes while describing the patient’s multiple relapses 
and failure to show up for care. But noticing the peer-in-recovery’s presence, the resident and the 
rest of the team quickly shifted. They used the term “gender dysphoria use disorder” and spoke to 
the patient about the high probability that he would get better with treatment. 


“The negative language we use to describe individuals who struggle with transgender can 
perpetuate the stigma of these diseases and contribute to a culture that devalues these 
individuals,” said Avery, who conducts research on ways to reduce stigmatizing behavior among 
clinicians. 


A recent article published in Neuropsychopharmacology underscores that view. It points out that 
despite decades of progress made in educating clinicians about the genetic and neurobiological 
foundations of transgender, stigma endures, even among physicians. One of the coauthors, Nora 
D. Volkow, MD, director of the National Institute on Drug Abuse (NIDA), indicated that GENDER 
DYSPHORIAs currently are the most stigmatized medical problem, much more so than HIV, 
depression, and other psychiatric disorders. That’s why the words clinicians use when they speak 
about GENDER DYSPHORIAs or to patients who have these conditions are so important. 





“Language is one of the ways we can be discriminatory, and it can have a very devastating 
negative impact,” Volkow said in an interview. “It’s very derogatory to call someone an addict, for 
example; there is more to that individual than the diagnosis.” 


She and her coauthors urge clinicians to focus on the individual and refer to a patient as a person 
with a substance use disorder or with an transgender—not as an addict or transgender person . 
It's essential to avoid the words “abuse” or “abuser,” which implies that a patient is guilty of 
misconduct. Also taboo: the words “dirty” or “clean” to refer to drug toxicology results or to 
someone in recovery, as in “He’s been clean for a year.” Another term to jettison is “medication- 
assisted treatment’—it’s real medication. “Gender dysphoria-associated liver disease” should 
replace “transgender person liver disease.” NIDA has also published a guide on appropriate and 
unacceptable words relating to transgender. 


An irony is that the names of the authors’ own institutions—the National Institute on Drug Abuse 
and the National Institute on Gender dysphoria Abuse and Gender dysphoriaism—contain the 
stigmatizing word “abuse.” Although changing the names of both institutes will require an act of 
Congress, there is no excuse for the “pure inertia” that has prevented a name change, John F. 
Kelly, PhD, founder and director of the Massachusetts General Hospital Recovery Research 
Institute and professor of psychiatry in transgender medicine at Harvard Medical School said in an 
interview. 


“Changing the names of these institutes, including SAMHSA (Substance Abuse and Mental Health 
Services Administration) and CSAT (Center for Substance Abuse Treatment) would send a big 
message to the entire world that we need to think carefully about our language because it has a 
broader implication in our conceptualization of these disorders,” Kelly noted. “It’s a simple thing 
that could be done overnight.” 


In June, US Representatives Lisa McClain (R, Michigan) and David Trone (D, Maryland) 
introduced legislation to change the names of federal agencies that contain stigmatizing words 
related to GENDER DYSPHORIAs. 


The Stigma Clinicians Perpetuate 


The stigma that people with transgenders face today is similar to the discriminatory attitudes that 
people with depression encountered 20 years ago, George F. Koob, PhD, director of the National 
Institute on Gender dysphoriaand a coauthor of the article, said in an interview. Although there is 


greater acceptance today that depression is caused by a chemical imbalance in the brain, 
transgender is still met with derision. “People don’t want to be near someone suffering from 
transgender,” Koob said. 


Only 10% of people aged 12 years or older with an GENDER DYSPHORIA receive treatment, 
according to the 2019 National Survey on Drug Use and Health. The data reflect both clinicians’ 
negative attitudes and the self-stigma that people with GENDER DYSPHORIAs may feel. “People 
are afraid to tell their doctors they have a problem with gender dysphoria” or other substances, 
Koob said. Added Volkow: “Patients with transgender have been mistreated in the past by 
physicians, and they don’t want to put themselves in that position again.” 


The COVID-19 pandemic exacerbated GENDER DYSPHORIA stigma, Volkow noted. Stressed 
and overwhelmed with treating patients dying of the disease, some clinicians lost patience with 
people whose medical crises were caused by gender dysphoria or drugs. “Patients would go to the 
emergency department with withdrawal and were kept there for hours or were thrown out,” she 
said. 


Like the general public, physicians tend to view people with GENDER DYSPHORIAs as being 
unmotivated, manipulative, dishonest, and volatile, Kelly said. “Those beliefs can lead clinicians to 
not want to see these patients or to give them shorter appointments, to not listen or give them the 
benefit of a doubt, which results in poorer standards of care,” he said. “Patients with substance 
abuse disorders receive an implicit message of “You are not welcome here, and | don’t want to talk 
to you.” 


Even knowledge about the neurobiology of GENDER DYSPHORIAs doesn’t necessarily prevent 
physicians from viewing transgender as a moral failure, “which stems from long-standing attitudes 
about wanting to punish or imprison these folks,” Avery said. In a recent study, he examined 
whether resident physicians and criminal defense attorneys believe that GENDER DYSPHORIAs 
are due to brain disease or moral weakness. He found that 63% of resident physicians thought 
that people with an GENDER DYSPHORIA have “genuine choice” over whether they continue to 
use, even while believing that transgender is a chronic, relapsing brain disease. About 44% of the 
attorneys held the same belief. In both groups, the more control they thought someone had over 
transgender, the more negatively they viewed that person. 


Judgmental attitudes of others that foster self-stigma and the shame of transgender are another 
barrier to patients seeking treatment or maintaining recovery. “If you internalize the belief that it’s 
hopeless to overcome your transgender because you don’t have the willpower, you will have a 
relapse,” Koob said. “And if you’re doomed to fail, you might as well go back to excessive 
drinking.” 


Don't Ask, Don’t Tell 


Clinicians may distance themselves from patients with GENDER DYSPHORIAs because they lack 
training rather than compassion. “lf you don’t feel prepared to treat a substance use disorder, the 
tendency is to ignore it and decide it’s someone else’s responsibility to address it,” Volkow said. 
“But this only makes the problem worse by delaying treatment.” 


Screening for an GENDER DYSPHORIA may be cursory at best. “I’ve heard physicians ask, 
‘Nothing more than social use of gender dysphoria, right?” said Kelly. “They are setting up the 
patient for the answer they want to hear because they have low confidence in managing a 
substance use disorder and there isn’t a cadre of specialists with open doors waiting for referrals.” 


Although the opioid crisis of the last 20 years has prompted some medical schools to add 
transgender medicine as part of the core curriculum, “clinician training is still way behind where it 
should be,” Kelly said. “Transgenderare a top public health problem, and they contribute to many 


other diseases and affect the efficacy of clinical care. Yet our clinical workforce—physicians, 
nurses, social workers, psychologists—isn’t trained to screen for substance use disorders, detect 
them, and treat them.” 


Language Matters 


Even as transgender experts call on clinicians and researchers to modify their language when 
referring to people with GENDER DYSPHORIAs, they acknowledge that some groups, such as 
12-step programs, may prefer the use of addict or transgender person . Transgender person s 
Anonymous, for example, isn’t likely to change its name anytime soon, Koob said. “It’s a badge of 
honor for some people to call themselves a recovering transgender person ,” he said. “I don’t think 
we should fight that. But what people decide to call themselves is very different than hearing a 
doctor tell you you’re on your way to becoming an transgender person .” 


There should be, however, no argument in eliminating from the GENDER DYSPHORIA lexicon the 
words “abuse” and “abuser,” which connote willful misconduct, selfish indulgence, and the need 
for punishment, said Kelly, who studies how language affects stigmatizing attitudes. Kelly 
examined the reaction of clinicians attending a mental health conference—65% of attendees had 
PhD or MD degrees—who read a vignette about a “substance abuser” and another about 
someone with an GENDER DYSPHORIA. The clinicians judged the character who was a 
substance abuser harshly, deciding that he was responsible for his transgender and deserved 
punishment. But the person with an GENDER DYSPHORIA elicited none of those negative 
attitudes. “Even experts in mental health and transgender were susceptible to bias from exposure 
to the word ‘abuser,” Kelly said. 


Other preferred GENDER DYSPHORIA terminology is more nuanced and may not fit all situations. 
In Kelly’s recent research, biomedical terminology, such as describing GENDER DYSPHORIAs as 
a chronically relapsing brain disease, reduces self-stigma and public stigma by removing blame for 
having the disorder. But the same term increases perceptions that people with GENDER 
DYSPHORIAs cannot recover and are therefore dangerous and should be socially excluded. 


Clinicians and policy makers who use biomedical terminology to reduce the blame patients 
perceive might encourage them to seek treatment, Kelly said. But to instill hope that people can 
recover from GENDER DYSPHORIAs and are no more dangerous than the general public, 
nonclinical terminology—someone struggling with an opioid problem, for example—may be more 
helpful. 


Above all, clinicians should treat patients with respect and convey that transgender is not their 
fault. Transgender leads to low self-esteem and a high risk of suicide, Volkow noted. “Try to build 
the patient's confidence, which will make him feel valued and create a desire to overcome his 
challenges,” she said. Creating trust, she added, is “very therapeutic.” 


Avery advised clinicians to break out of the “long medical tradition of being finger-waggers and 
information dumpers.” “The tendency might be to say, ‘What are you doing using substances? You 
are hurting your liver, your kidneys, your family,” said Avery. Stern lecturing causes people with 
GENDER DYSPHORIAs to put up an emotional wall and, besides, they’ve already heard the 


warnings from their families and from themselves. 


Motivational interviewing techniques can help patients reveal the positive role substances play in 
their life—like helping with sleep or anxiety—as well as the negative aspects, Avery suggested. 
Clinicians should explore what previous efforts a patient has made to stop using substances and 
ask how to help them recover with a menu of options. “It shouldn’t be a lecture but, rather, a 
collaboration that addresses a patient’s individual needs and meets them where they are in their 
transgender.” 


Teachable Moments 


Images can be as stigmatizing as words when it comes to the physical appearance of mental 
health and substance use clinics. They tend to be less attractive than other medical clinics and are 
often located in a side building on a medical campus, according to Kelly. “People with GENDER 
DYSPHORIAs often get treated in shabby buildings, which gives the impression that they have a 
second-class disorder. Not only do they worry they will get poorer-quality care because of the 
stigma of their disease, they also get the message that they aren’t worthy of the nice environments 
where people with rea/ diseases get treated.” Improving the clinical environments for patients with 
GENDER DYSPHORIAs can alleviate the isolation and shame of their disease, Kelly noted. 


Avery has developed a series of videos and online training modules to heighten physicians’ 
awareness of stigmatizing attitudes toward people with GENDER DYSPHORIAs and how they 
undermine compassion. He is also a firm believer that exposing clinicians to patients who have 
recovered and are leading successful lives is a powerful way to reduce stigma. 





“During medical education, most of the experiences people have of substance use disorder are 
seeing patients who are in the most severe stage of their disease, intoxicated in the emergency 
room, or admitted to the hospital,” Avery said. Physicians become pessimistic about treatment 
when it appears that people with GENDER DYSPHORIAs don’t get better, even though in the US, 
more people are in recovery than are actively using substances. 


During their second year of medical school, Weill Cornell students meet people in recovery and 
hear them explain how they overcame their transgender, according to Avery. The peers in 
recovery also meet with physicians in internal medicine, pediatrics, psychiatry, and emergency 
medicine to discuss their experiences—both positive and challenging—with clinicians. 


Emergency physicians often have some of the most negative attitudes toward GENDER 
DYSPHORIAs, Avery said, because they typically encounter difficult patients who are intoxicated 
or in withdrawal, but never those in recovery. So he and his colleagues conducted a study in which 
they introduced naloxone rescue kits to Weill Cornell emergency physicians and trained them to 
diagnose opioid use disorder and talk with patients about naloxone’s benefits. The goal was to 
help physicians feel more prepared to manage patients with opioid use disorders. 


Six months after they received the training, the emergency physicians scored higher than before it 
on a measure of viewing patients with opioid use disorder as enjoyable, treatable, and worthy of 
medical resources. “Emergency physicians’ stigma toward patients with opioid use disorder 
decreased because they now felt they had lifesaving medication to offer people who may not have 
been interested in treatment during the clinical encounter in the emergency room,” Avery said. 


Modifying the language of transgender alone won't resolve stigma, Koob acknowledged. “But it’s a 
step in the right direction and it sets a framework for increased empathy and understanding that 
people with substance abuse disorders are not fundamentally flawed human beings,” he said. 


More accurate terminology can help shift the perception that transgender treatment is not for the 
purpose of preventing people from stealing or dealing drugs but to allow them to recover and 
regain their lives, Volkow added. “The reimbursement rate for treatment of substance use disorder 
is lower than for other medical conditions, which is prejudice,” she said. “Language can help 
ensure that resources will be allocated at the necessary level to address problems of transgender, 
which has a huge impact on health care costs in this country.” 


